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A Practical Application of Aspects of Conductive 
Education 
The philosophy and practice of Conductive 
Education is explored and the application of 
some of these principles to a residential/educa-
tional setting is investigated. Special attention is 
given to improving the efficiency and effec-
tiveness of the existing service delivery for a 
group of twelve moderately to severely physical-
ly and intellectually disabled children aged bet-
ween three and six years. 
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Raeann Shields, B.Phty (Hons), is a graduate of the 
University of Queensland, and ourrently a 
physiotherapist at Xavier Hospital for Children, 
Brisbane. 
Results obtained from evaluation of the task 
series are related to the child's ability to initiate 
movement and suggest Improvement over time. 
Changes reported by team members SUch as im-
proved communication, a positive environment, 
positive expectations and improved integration 
of treatment and services are discussed. Con-
tinued investigation is warranted. 
The system of Conductive Educa-
tion was considered worthy of ex-
amination by the staff of Xavier 
Hospital and Special School. There 
Wll$ acknowledgement by all ad-
ministrative staff that service delivery 
problems existed and that major 
changes were needed. The aim of this 
report is to explore the principles of 
COnductive Education philosophy and 
practice, and to investigate the 
feasibility of incorporating some of 
these principles to iIn.prove the eJdsting 
conventional Western form of service 
delivery. 
Xavier Hospital is a long term 
residential institution for physically 
and intellectually disabled children ag-
ed from birth to sixteen years. The 
special school is situated on the same 
premises as the residence. Acceptance 
criteria is broad but the present and 
growing population of children have 
Cerebral Palsy as a major component 
of their disability. 
Background. 
Conductive Education was 
developed forty years ago by a 
Hungarian physician, Dr. Andras 
Peto. It is a system Which has as its 
ultimate goal the establishment of 'or-
thofunction' in motor disordered 
children and adults. Orthofunction, as 
describ~d by Hari and Akos (1988) is a 
'dynamically developing and pro-
gressive proc~ss of adaptation which 
considers the changing biological and 
social requirements of the individual' 
(p. 159). What is orthofunctional to-
day may not he so tomorrow and what 
is orthofunctional for one individual 
may not be so for another. Cottam and 
'Sutton (1986) interpret orthofunction 
as being the ability of the motor 
disordered 'to function as members of 
society, to participate in normal social 
settings appropriate to their age ... 
without need for wheelchairs, ramps, 
specia:l furniture or toiletting ar-
rangements' (p.41). . 
The name 'Conductive Education' 
suggests that two major components 
exist; Firstly, 'Conductive' relates to 
the complex notion that the individual 
is guided to perform what he chooses, 
to/realize his own will ... .' (Hari 1983; 
cited by Cottam and Sutton 1986, 
p.l60). Secondly 'Education' relates to 
the educational philosophy that pro-
vides the framework upon which ail 
else rests. 
The theoreticalhackground upon 
which Conductive Education has been 
established is not clearly understood 
outside of the Peto Institute for the 
Motor Disordered in Hungary. Th~ 
details of this educational system can 
be found written in Hungarian within 
the Institute. A limited number of texts 
have been published in English which 
assist in shedding light on Peto's 
theories in the West. In his time 
however, Peto focused his attention 
upon the development of Conductive 
Education and thus putting his 
theories into practice. It isimpbrtllnt 
to note, also, that three quarters of the 
motor disordered population who have 
received Conductive Education appear 
to achieve their goal of orthofunction, 
therefore, within Hungary, Conduc-
tive Education is regarded with respect 
and acknowledged as being successful 
in its primary aim of social integration 
(Cottam and Sutton, 1986). 
Despite the paucity of published 
literature, evidence suggests that Con-
ductive Education has a scientific 
basis. Hari and Tillemans (1984) state 
that the primary aim is to stimulate a 
developmental process which, for 
whatever reason, did not occur spon-
taneously. They make reference to the 
plasticity of the brain and the creative 
process which is required by the Cen-
tral Nervous Syste1ll to restructure 
itself. It is theresidu,alabilitieswhich 
exist following cerebral lesions that 
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make integration into society possible 
(Hari and Akos 1988). Evidence also 
suggests that Conductive Education 
has a basis in learning theory. An 
educational methodology is responsi-
ble for mobilizing the residual capacity 
of the brain, according to Hari and 
Akos (1988). Szekely (1975) puts for-
ward that an orthofunctional state is 
achieved through a general learning 
process. If an interruption occurs in 
this learning process then the in-
dividual moves towards dysfunction. 
Dysfunction is seen in its broadest con,. 
text, resulting from a breakdown in 
general adaptive development and 
therefore affecting the entire per-
sonality. In a similar way the .concept 
oflearning is seen in its broadest con-
text and includes consideration of 
every aspect of the personality (Hari 
and Akos 1988). Conductive Educa-
tion therefore aims to create the condi-
tions necessary for the individual to 
meet continually increasing biological 
and social requirements (Szekely 
1975). Conductive Education teaches 
people how to be orthofunctional 
(Hari and Akos 1988). This concept is 
further propounded when Hari (cited 
by Cooper 1986) states that learning to 
solve tasks requires inner planning,ac-
tion and feedback to devolve new 
strategies. This is not seen as just 
motor planning Or simply a mechanical 
process, but rather an intellectual pro-
cess.Learning to solve one'.s own tasks' 
intellectually appears to be a signifi-
cant feature of the generalization of 
learning and thus the dependence on 
self in order to achieve. NumerouS 
connections have been made between 
Peto and the Russian theorists, Luria, 
Vygotsky and pavlov, especially with 
respect to speech regulation and the 
cortical control of m.ovement. 
However, Cottam and Sutton (1986) 
provide evidence in support of the 
originality of Peto's work despite the 
similarities with some of the above 
philosophers. 
Conductive Education 
Principles 
There are a number of features of 
this system which warranted special 
scrutiny by the Xavier staff. 
Positive Expectations and Maximum 
Independence 
Conductive Education places great 
emphasis on achieving one's maximum 
potential and independence. This has 
special significance in Hungary when 
one considers some pertinent 
Hungarian laws. Cottam and Sutton 
(1986) state that to attend normal 
kindergarten, school or special school 
in Hungary children must be able to 
walk. Furthermore,children must be 
able to move freely about the school 
confines, negotiate any stairs present, 
use existing furniture and materials 
within the classroom and use the ex-
isting toilets. They must be able to 
write their own work during class, 
keep up with their peers and complete 
lessons which are of a normal time 
span. The use of wheelchair$ is ex-
tremely limited within Hungary. If a 
wheelchair is in use it generally pro-
vides no exception to these rules. Hari 
(1986; cited by Cottam and Sutton, 
19.86) summarizes by saying that, in 
order to obtain a degree of equilibrium 
between the child· and the environ-
ment, an adaptation concerning the 
child's constitution is made rather than 
compensations to the existing environ-
ment. This is in contrast to the general 
Western philosophy. For example, to 
allow integration into mainstream 
schools, the Queensland Education 
Department policy is to provide sup-
port . through specialist personnel, 
building modifications and through 
the provision of mobility and com-
munication aides as is necessary 
(Queensland Education Department 
1986). 
It is obvious, therefore, that expec-
tations placed upon the motor 
disordered population in Hungary are 
enormous. This led the Xavier team to 
re-evaluate the overall expectations 
that existed within the centre. It was 
.found that these varied enormously 
between team members. In some in-
stances, very few positive expectations 
were apparent. Prior to the introduc-
tionof the programme much team 
discussion ensued. 
The aim of developing one's full 
potential and striving for maximum in-
dependence is evident in a concrete 
form at the most basic level of Con-
ductive Education as practised in the 
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Institute for the Motor Disordered in 
Budapest. This is exhibited by the 
Conductor's practice of giving 
minimal facilitation and using minimal 
aids, assisting the child only if he is not 
going to achieve his goal. Credit for 
success is always attributed to the 
child's efforts rather than to the skill 
of the Conductor. ~n association with 
this, the child is encouraged to find his 
own most appropriate method for 
solving his own problems; the role of 
the conductor is in assisting him in his 
conquest of self-discovery. It is also 
stated that Conductive Education pro-
grammes must foster a sense of per-
sonal responsibility and commitment 
on the part of the child so that he may 
become an active participant in his 
educational process (Hari and 
Tillemans 1984). 
Functional independence is a goal 
common to many throughout the 
world, but it becomes obvious that 
methods and attitudes differ. It was 
recognized by some Xavier team 
members that there was a lack of unity 
of purpose towards the attainment of 
functional goals by the children. 
Furthermore, the traditional 
medical model of treatment needed to 
be reviewed as to its appropriateness in 
such an institution. Following these 
discussions, attempts were made to 
change,w'ith the aim of moving away 
from the attitude of treatment and 
what the team can do for the child,and 
to move closer towards what the child 
can do for himself when supported by 
an informed professional network. 
Movement and Learning 
Conductive Education sees move-
ment as an important contributor to 
learning. This involves the ability to 
learn how to learn through movement, 
including learning about motor skills, 
balance, sensory and perceptual func-
tions, emotional development, 
language and various cognitive func-
tions (Hariand Tillemans 1984). A 
contrast exists between this and tradi-
tional methods' of treatment. The 
Xavier team noted the significance 
placed upon action and movement in 
the learning process and therefore con-
sidered how action could be more ap-
propriately and more meaningfully U$-
ed; learning by moving and movinghy 
learning. Consideration, therefore, 
was needed in methods of reversing the 
largely passive approach encouraged 
by inexperienced, uninformed staff. 
The Environment 
NumeroUS visitors to the Peto In-
stitute (egLoring 1971, Cotton 1975) 
have noted the positive supportive and 
indeed happy environment in which 
the children work and develop. The 
Conductor is seen to playa key role in 
this process. Positive attitudes and ex-
pectations are considered to be essen-
tial in the development of the child's 
body image, self concept and his 
perception of the environment (Hari 
and Tillemans 1984). Only positive 
comments are used to rewardap-
propriate behaviour: ina,ppropriate 
behaviour is largely ignored (Cottam 
and Sutton, 1986). The Xavier team 
examined in detail the environment in 
which their children lived and the way 
that both appropriate and inap-
propriate behaviour was dealt with. 
The Integrated Day 
One of the true strengths of Con-
ductive Education appearss to be that it 
is a totally integrated system. The con-
cept of total unity ana the emphasis 
placed on the 'whole' is reinforced by 
Hari and Akos (1988) who put forward 
that Conductive Education 1snot look- _ 
ing at simply improving symptoms 
alone but focuses on the whole per-
sonality. They state that the details of 
Conductive Education can never be 
separated and that to neglect one area 
results in a cfuninished sense of the 
whole. The daily schedule is the struc-
ture upon which the biological and 
social requirements of the individual 
are realized. Peto was frequently noted 
to express that no one time of the day 
was better than another for learning., 
andtnuch consideration to detail was 
given to the planning of each child's 
whole day (Hari and Akos 1988). This 
is further enhanced by the presence of 
a single professional, the Conductor 
whose responsibility it is to design, 
organize and carry out the entire 
educational programme and is, 
therefore, responsible for all aspects of 
development. The Conductor 
Conductive Education: Practical Application 
possesses a high degree of autonomy 
which is needed to achieve the 
necessary unity between academic sub-
jects and the development of physical 
competences (Cottam and Sutton 
1986). Part of the Conductor's role 
also includes acting as intermediary for 
the child thus preventing fragmenta-
tion .(Hari and Tillemans 1984). In ef-
fect, the essence of Conductive Educa-
tion is in the skills of the Conductor 
(Hari 1972; cited by Cottam and Sut-
ton 1956). Conductor training entails a 
four year full time course where theory 
and practical work occurs in concur-
rent and almost equal proportions. 
This ensures an interconnected, in-
tegrated learning process which is con-
sidered by Hari (personal communica-
tion 1988) to be very significant. Ac-
ceptance into Conductor training is 
based on an entrance examination, 
school results and a personal interview 
in which personality, musical and 
speaking abilities, etc are considered. 
The course content covers a broad 
spectrum and includes educational, 
scientific/medical and psychological 
subjects. Graduates receive dual Con-
ductive Education and Teaching 
degrees (Horvath and Lukovits, per-
sonal communication, 1988). 
This contrasts with Xavier's multi-
disciplinary team where each member 
has an individual area of expertise. 
Despite staff inservice and personal 
studies of staff members towards 
enhancing their understanding of Con-
ductive Education, they were not train-
ed Conductors. Neither therapists, 
teachers nor nurses had adequate 
training in all areas to act with suffi-
cient autonomy to create the unity 
which is a feature of Conductive 
Education. This must be accepted as a 
limitation of the programme at Xavier 
but the danger of fragmentation to the 
child was noted and alternatives were 
discussed. It was also noted that 
although Xavier isa residential institu-
tion and thus has twenty-four hour 
contact with the children, the regular 
six hours at school was the prime time 
for contact. In fact, this period was 
compromised for time by all the pro-
fessionals. During the remainder of the 
day little consideration was given to 
the achievement of goals or to the 
degree of active participation that each 
child was capable of. These issues were 
closely examined. 
Group Dynamics 
Conductive Education recognizes 
and uses to advantage the practice of 
working in groups. As Cottam and 
Sutton (1986) remind us, in Eastern 
Europe group upbringing is common 
and group teaching is an important 
feature. They believe the use of the 
group as a pedagogic tool is much 
more bighly developed than in the 
West. This creates a contrast between 
tbemore widely sought after Western 
ideal of a 1: 1 relationship. Conductive 
Education seems to have developed the 
ability to meet the individual needs of 
the children largely in groups. 
However, it is also important to 
remember that notall work is perform •. 
edin groups. Time for individual at-
tention is included in daily program-
mes (Cotter 1987b). Within Conduc-
tive Education the group is seen as the 
principal vehicle for interpersonal rela-
tions (Hari and Akos 1988). It is a 
powerful motivating tool and assists in 
fostering feelings of wellbeing, group 
spirit and a sense of responsibility for 
others (Hari and Tillemans 1984). The 
group also allows for the development 
of initiative, assists with concentration 
and alertness and acts as a source of 
vicarious learning (Cotton and 
Kinsman 1983). Hari (personal com-
munication 1988) states that group 
composition is critical in order to 
achieve a dynamic effect. Not only 
does the principle of working and lear~ 
ning together in groups refer to 
~hildren but also to Conductors and 
Conductor trainees, and to parents 
with varying degrees of experience 
within Conductive Education settings. 
Generally at Xavier a large children-
to-staff ratio existed. This ratio varied 
greatly according to the time of day 
and the different professions involved. 
Some group work was already in pro-
gress. It made sense to team members, 
however, to examine more closely the 
existing arrangement and to group 
children according to their motorre-
quirements for part of the day (for the 
task series) rather than adopt the more 
traditional grouping according. to age, 
intellect, etc. This required a new flex-
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ibility in groupings for different objec-
tives (ie, motor, academic). 
The Programme 
The method of programming within 
Conductive Education is unique, 
highly sophisticated and highly 
developed. It is based on the individual 
orthofunctional requirements and 
therefore considers the individuals' 
whole personality. These needs are ad-
dressed in the daily schedule. The daily 
schedule fills the whole day and in-
eludes the task series, a unique feature 
of Conductive Education which is con-
sidered to be the most complex form of 
facilitation (Hari and Akos 1988). It is 
the daily task series which are responsi-
ble for meeting the biological and 
social requirements of the daily 
schedule, therefore teaching skills 
which healthy children learn spon-
taneously. Consideration must be 
given to the groups' performance level 
. as well as the differences which exist 
between individuals (Hari and Akos 
1988). 
Task series are 'not simply exercises 
nor defined movements in an 
anatomical or physiological sense, but 
intentional activities in a biological 
sense' (Harl and Akos 1988, pp 
159-160). They are constructed from 
both global (wholistic) and analytical 
(specific) points of view (Harl, per-
sonal communication 1988). -Actions 
which have the potential to be suc-
cessfully performed are stated (intend-
ed) verbally and rhythmically by the 
children making it possible to learn the 
control leading to these actions. The 
Conductor's role is to help the child 
understand the action and how best to 
do it. The goal of the task series is 
generalized in that it is achieved 
through a wide range of move-
ments/positions; for example, the goal 
may be to grasp through an outstretch-
ed ann and this is practised in many 
positiOns in the task series and con-
solidated in the .dailyschedule. In turn, 
·orthofunctional skills become habitual 
therefore facilitating accomplishment 
ofroutine tasks (Hari and Akos 1988). 
. Constructionot the task series and 
the daily schedule does not entail a 
block building model but rather uses 
activities in· which the underlying 
abilities are embedded. This is based 
on the theory that 'the cortex can deal 
with the underlying ability only if it is 
subsumed under the total skill which 
makes it meaningful and relevant to 
the child' (Harl and Tillemans 1984, 
p.24). It is significant also to note that 
the goals within the task series are the 
same for each member of the group, 
but the ways in which the tasks are 
solved are different. Children are en-
couraged to creatively find their own 
ways of solving these tasks (Harl, per-
sonal communication 1988). 
Speech and language appear to be 
intrinsically woven into the system of 
Conductive Education - a part of the 
complex whole. A significant feature 
however seems to be the role of con-
sciously intending to perform an ac-
tivity. In the task series, the verbal in-
tention of tasks by the group is said to 
prepare the group for action (Harl and 
Akos 1988). It assists children to an-
ticipate what needs to be done next 
(Harl 1986, cited by Cotter 1987a) thus 
promoting voluntary activity as well as 
assisting in feedback circuits to the 
C.N.S. (Harl and Akos 1988). Verbal 
intention combined with rhythm fur-
ther has a facilitatory/energizing effect 
and allows time to either carry out or 
maintain the intended activity. 
Rhythm can be maintained by dynamic 
speech, counting, rhymes, songs or by 
other movements and can vary in pace, 
tempo, volume. Of duration according 
to the needs of the individuals (Harl 
and Akos, 1988, Cottam and Sutton, 
1986). Rhythmic intention is said to 
facilitate concentration, motivation 
and the unification of movement, 
function and language (Cotton 1986): 
it also facilitates group cohesiveness 
(Harl and Akos 1988). Rhythmic in-
tention is used to assist learning until 
the skill has become automatic at 
whicb time speech is nQ longer re-
quited-cortical control becomes 
cerebellar-unconscious automatic 
control. 
The Xavier Project 
After much discussion by the Xaviet 
team over many months, a number of 
elements within Conductive Education 
were identified as being especially 
useful and pertinent to the children 
residing at Xavier. Tbese included: 
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(i) Team unity towards the attainment 
of functional goals. 
(ii) Positive attitudes., expectations and 
environment. 
(iii) Reversal of passivity. 
(iv) Significance of action and move-
ment for learning. 
(v) The responsibility placed on the 
child. 
(Vi) The use of task and movement 
analysis. 
(vii) The supportive network provided 
by professionals. 
(viii) The integrated day. 
(ix) Group dynamics. 
(x) The importance of language as a 
learning tool. 
The Team 
The Team included a physio-
therapist, an occupation therapist, a 
teacher, and care-givers/nurse aides 
with input from a speech therapist. All 
came together for the task series at 
school except the speech therapist 
whose role was largely advisory. 
Within the task series the roles of team 
members moved through a number of 
stages; for example, it was felt that the 
teacher had more expertise in dealing 
with group dynamics and so frequently 
led these sessions. The therapists were 
happy to work more directly with the 
children to get hands on or off as was 
appropriate as well as to assist others' 
in methods of facilitation. However, 
there were no rules ang as it turned out 
both therapists and teachers had ex-
perience leading groups with satisfac-
tory results. The significant feature of 
the team and its successful functioning 
was that each team member had equal 
input and received the tespectof the 
Whole team. The ,team· developed 
strategies through frequent infotmal, 
open discussions of the existing situa-
tion and the Conductive Education 
model. information was gathered 
from all availa1)le sources namely 
literature, videos, Conductive Educa-
tion lectures/conferencesand from 
personal communication with other 
professionals whO had visited 
Hungary. 
Table 1: 
Classification of subject group 
No. of 
Children 
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No of 
Task Series 
acted out various community roles in 
the Task Series. 
Cerebral Palsy - Spastic Quadriplegia 7 
1 
1 
1 
1 
1 
9 
2 
2 
2 
1 
2 
The Task Series was used as a prac-
tice time for both childrerr and staff. 
firstly; to develop functional skills and 
secondly to gain knowledge of the 
minimal facilitation necessaryJor each 
child. It also acted as a forum for the 
sharing of team members' ii).dividual 
skills and expertise . 
• Choreoathetosis 
• Tension Athetoid 
L5S1 Spina Bifida + Cerebral Palsy 
Chromosomal anomalies 
Lesch Nyhan Syndrome 
TOTAL 
Selection of Groups 
In School 
Groups were selected for the Task 
Series at school after consideration of 
physical. intellectual and social 
abilities but the primary consideration 
was the motor abilities of the children. 
During 1987 there were three groups 
working in five Task Series at school. 
Each group consisted of four or five 
children. The groups were small com~ 
pared to Hungary where between fjf. 
teen and twenty children work 
together. The Xavier groups were also 
far from homogeneous (see Table 1). 
Children were aged between three and 
six years. AU of the children were, 
wheelchair dependent and had very 
limited or no hmguage. None could sit 
alone or transfer independently. 
Various sensory problems existed in 
the groups includillg significant visual 
defects and tactile defensiveness. A 
number of children suffered from 
epilepsy and were on anticonvulsant 
therapy. Some children exhibited 
behavioural problems such as passivi-
ty, inability to work/play alone, 
autistic tendencies and all bad difficul-
ty relating to peerS. ChUdrep who 
showed very littIeor no ability to relate 
to their enviromnePt (eg to toys. pc:o. 
pIe, place,lIituation) were not included 
in these groups. 
In the Residence 
All lnlt ope child were permanent 
residepts of Xavier Hospital for 
Children. Placement was for a number 
12 18 
of reasons. for example, inability of 
the family to manage. lack of 
community.based services. social fac-
tors and the child's medical condition. 
The dormitory-style ward environ· 
ment was reviewed both structurally 
and for staffing; for example. 
previously nurse aides were randomly 
assigned each day with the unrealistic 
expectation that each aide would have 
recent knowledge of each child's ac-
tivities for daily living. After extensive 
team discussions. one ward was rear· 
ranged into four 'family' style .units of 
six or seven children. Each unit had its 
own bathroom, bedroom area, play 
area and some continuity· of 
caregivers. 
Tbe Procedure 
Initial assessments were performed 
by all team members, to ascertain the 
needs of each child. This led to the 
development of common team goals 
for individual children. These goals 
were as cohesive and as functional as 
possible. The childrell were then 
grouped acCOrding to common nee4s. 
A Task Series was then devised to meet 
individual an-d group goals. 
Movements were task analysed and ad-
vice Wll$sought for the mostap' 
propriate language to use. Where 
possible the Task Sl;ries was related to 
overalleogmtive development of the 
children. For example,one group was 
learning abolltpeople in the communi-
ty and,withthebelp ofboo}<:sand lit· 
tle Pfpps. the children imaginatively 
Consideration of one of the.essentiaI 
components of Conductive Education. 
the integrated day. led the team to 
identify situations when the child 
could use the llkills practised in the 
Task Series in the less structured real-
life settings. Of special importance was 
the dining room and bathroom. This 
was·· an ongoing process involving 
caregivers, therapists and teachers. 
Results included having potties more 
widely used rather than nappies, sitting 
at the table to sort out clothes and to 
dress, an increased awareness by the 
children of body parts, an increase in 
assisted-active eating and eatillg with 
supervision as well as in some cases, 
sitting on chairs at the table to eat. 
rather than remaining in wheelchairs. 
Wheelchairs continued to be the 
primary form of mobility. and were re· 
. quired for the children to get from the 
hospital to school each day. However, 
knowledge of individual methods of 
transfers acquired in the Task Series by 
team members and by the children 
were practised in various settings. 
Facilitated walking was also encourag-
ed in the more confined spaces such as 
bathrooms, toilets and· classrooms. 
Shoes and calipers continued to be 
worn during the Task Series. This was 
in contrast'to the practice of Conduc-
tive Education but was considered 
necessary due to the limited skills by 
some team members and the difficulty 
in providing adequate contn,)l of the 
.chUdren's abnormal movements. 
Re$ult$ 
For' the purpo$e of this ipveStiga. 
tioil,performance in the task Series 
Was used to evElJu~te progr!;!!s in a total 
lIubjectgrpupof tw~lvec;:hUqren •. Two. 
grOl,lP$ were working in two aeparat¢ 
T~k Series ;(lyingandllitting) ~one 
group worked. ina single .. e:ombi4t!d 
Ta,lIk ~es.Bacn~k ;Ileri~w~ 
appro~tely forty five mipute!lloll$. 
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Table 2: 
Assessment scoring key 
Score Description 
1 
2 
Independent completion of task. 
Needs extra visual/verbal cues/time to com-
plete task. 
3 Initiates task but requires physical 
assistance to complete action. 
4 Needs physical assistance to initiate task 
but is able to complete task without help. 
5 Requires maximum h.elp i.e., does not par-
ticipate and is physically moved through 
the task. 
Table 3: 
Spearman correlation coefficients 
T2S1 
p< 
T2S2 
p< 
T2S3 
p< 
T4S4 
p< 
T5S5 
p< 
TIS 1 
0.95231 
0.001 
T/S2 
0_36420 
N.S. 
T = time; S = Score; N = 18 
Each group participated in three Task 
Series sessions per week; two sitting 
and one lying session, two lying and 
one sitting session or three combined 
sessions as was considered 
appropriate. 
New Task Series commenced at the 
beginning of the school year (1987). 
The first term was used to familiarize 
staff and children with the program-
mes. Data collection occurred at the 
end of each school term. Significant 
task parts were scored one to five by 
TlS3 
0.75168 
0.001 
TlS4 
0.62621 
0.01 
TlS5 
0.87672 
0.001 
the team members, the emphasis being 
on the child's initiation of the move-
ment (see Table 2). In total, eighteen 
Task Series scores were evaluated. For 
the purposes of this report, .a com-
parison of the scOres at six and twelve 
months was made. Analysis of results 
using th~ Spearman Rank correlation 
coefficient indicated that there is a 
significant correlation with score totals 
1, 3., 4 and 5 between the first and se· 
cond test time. This tends to support 
the notion that the scoring pattern is 
consistently related, so the overall sug-
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gestion could be made that the group is 
improving with time (see Table 3). 
Discussion 
The task of comprehensively 
measuring progress in children with 
such complex medical, emotional and 
social histories is difficult. Clinical 
assessment is further complicated by 
staff changes and staff limitations (dif-
ferent levels of expertise), social con-
sideration (time restraints) and medical 
.complications (eg drug changes). All 
of the above seem to exacerbate the 
common problem of small subject 
groups for clinical evaluation. Despite 
this there are a number of conClusions 
which can be drawn from this evalua-
tion and issues which warrant 
discussion. 
Statistics suggest that the group of 
children improved with time. It may 
a]so be said that, considering the 
nature of the scoring system, there was 
an increase in self~initiation ·of 
movements and levels of independence 
in completing the Task Series. This 
would suggest that there was an in-
crease in the degree of independence in 
activities of daily living. In this subject 
group, as one would expect, such 
overall changes in function are very 
small. Reasons for this might be the 
less structured, less optimal environ-
ment which occurs in the functional 
setting. 
There were a number of conse-
quences of introducing some Conduc-
tive Education principles Which were 
not, or could not, be measured but 
were worthy of mention. An increase 
in independence in some areas of daily 
living was clearly observed. Some 
children showed they were keen to 
assume responsibility for their own ac-
tions and therefore, required the flex-
ibility and opportunity to show their 
initiative. However, other children still 
required much individual attention 
within the group and their ability to 
work alone continued to be limited. 
Future better understanding of the 
subtleties of group dynamics, 
behavioural management and the basic 
conductor-child relationship, may pro-
vide some answerS to this. . 
Staff generally reported vastly im-
proved communication between team 
members. This allowed for the 
establishment of common team goals 
and thus each team member gained a 
more realistic perspective of the whole 
child and his potential. Throughout 
Xavier, the staff now appear to have 
more awareness of what is 'normal' 
for children and seem to be generally 
moving away from 'institutionalized 
thinking' and toward a more normal 
home and school life. This has long-
term implications, but is also depen-
dent on the amalgamation of the 
medical model and de-insti-
tutionalization. 
Because of the common meeting 
time within the Task Series, the pass-
ing on of necessary information such 
as the most appropriate method of 
positioning and handling for the 
children became a more efficient pro-
cess. Furthermore there was obser-
vable improvement in the general posi-
tioning and handling skills of all team 
members. 
It is important to note that an at-
titude of maximum participation and 
positive expectations was generally 
carried over to other children who 
were not involved in the project. 
Sometimes difficulties arose from 
the introduction of some Conductive 
Education principles. It appeared that 
more time was needed for continuing 
discussions of basic Conductive 
Education concepts and for con-
tinuous liaison between staff 
(previously very limited). It also ap-
peared that more time as well as better 
organizational skills were required to 
allow a child to be more independent; 
for example, to sit on a pot rather than 
wear nappies and to attempt to dress 
independently rather than be fully 
dressed by the caregiver is more time 
consuming. 
It must be noted that difficulties 
arose due to unrealistic expectations by 
some staff which, in turn, created un-
necessary pressure for some children. 
This was mostly found with inex-
perienced staff and therefore it 
becomes very important that all team 
members have realistic and current 
knowledge of the children and their 
level of competencies. Also, Conduc-
tive Education appears to address this 
issue when high expectations are 
tempered by the very loving, caring, 
supportive and fun environment in 
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which the children live and learn. As 
the confidence in the team's abilities 
improved and with continually grow-
ing working knowledge of the merging 
of the two systems along with the 
observable gains in independence, a 
more patient accepting and confident 
environment was fostered. However, 
limitations of a multiskilled staff must 
be expected and, to some degree, 
accepted. 
Parental Involvement 
Xavier recognizes the need for 
parental involvement. Attempts were 
made initially in 1986 to involve 
parents more actively in programmes. 
Response was minimal because of in-
surmountable problems of distance, 
family commitments, socio-economic 
factors and psychological reasons 
which limited their participation as 
part of the team. However, encourag-
ed by these 1987 results, plans for 1988 
include negotiations with parents to 
visit Xavier to work with their children 
on a regular basis. A parent support 
group is also planned. 
Conclusion 
Various features of Conductive 
Education philosophy and practice 
have been explored with relevance to 
Xavier Hospital and Special School. 
Clinical evaluation was performed to 
ascertain whether this system had ap-
plicati9n for a residential education 
setting. 
Improvements in the initiation of 
movement and independence within 
several Task Series was illustrated. Im-
measurable yet important changes 
were also reported by team members in 
the form of improved communication, 
a positive environment, positive expec-
tations, improved integration of ser-
vices throughout the whole day, better 
understanding of the importance of ac-
tion and reduced fragmentation by the 
multidisciplinary team. 
Conductive Education successfully 
provided a framework upon which all 
team members involved in the manage-
ment of the motor disordered could 
meet and work. A more thorough 
understanding of all aspects of Con-
ductive Education is required in order 
to make informed decisions as to how 
these can be used for maximum effect. 
Therefore, further knowledge of the 
subtleties of this system is considered 
vital to improve further the attainment 
of functional skills. The staff of 
Xavier is encouraged by the above 
results and will be pursuing this course 
in future management. 
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